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Generally speaking, the symptomatology of dis- 
eases of the upper urinary tract may be divided into 
two distinct classes of cases. First, those that pre- 
sent symptoms directly referable to the urinary tract, 
and, second, those that present no definite urological 
symptoms. 

In the first group are those that give such symp- 
toms as hematuria, pyuria, frequent or urgent mic- 
turition, or pain during the act of micturition. 
Hematuria, pyuria and frequency may be associated 
with pain, or there may be an entire absence of 
pain. 

Take for example hematuria, which is perhaps 
the most impertant symptom. The source of the 
bleeding may be located in either kidney or ureter, 
the bladder, prostate or urethra. The cause may be 
one of a lovg list of pathological conditions, such as 
benign or malignant tumor, pyelonephritis, tubercu- 
losis, calculus, or it may be confined to the bladder 
in any of the above forms, to which we may add 
diverticula, ulcers, foreign bodies and rupture of 
varicosed veins at the vesical neck. Hence one can 
readily see that a chance of guessing at a diagnosis 
in hematuria is not very promising. 

If acute pain exists somewhere along the tract, 
associated with these other symptoms, we usually 
think of calculus or an acute infective process, such 
as pyelonephritis. If chronic pain exists, tumor, in- 
fection or calculus is thought of. 

In the second group are those cases that more 
closely resemble intra-abdominal diseases, and give 
no urinary symptoms. Appendicitis is perhaps the 
one affection most commonly mistaken for lesions 
of the urinary tract. Both acute and chronic appen- 
dicitis are frequently mistaken for stone in the right 
ureter, or ureteral stricture, and occasionally renal 
calculus and pyelonephritis. All produce symptoms 
that are, at times, very similar. In acute cases there 
is usually a higher temperature in appendicitis and 


*Read before the Ontario County Medical Society, at Canandaigua. 
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perhaps a more rapid pulse, although in pyeloneph- 
ritis there is little difference. The urinary findings 
may be negative; however, a microscopical examina- 
tion should always be made. Red blood cells in the 
urine should at once demand further study before 
operation. The +-rays will show.a large percentage 
of renal or ureteral stones, due to their high calcium 
content. But, sad as it may seem, a shadow is not 
always that of a calculus. If one is found, an x-ray 
ureteral catheter should be passed to determine 
whether the shadow lies: in the course of the ureter, 


Fig. 1. Photograph of a small uterus with two fibroids on its an- 
terior surface which were causing pressure upon the posterior bladder 
wall. These were not palpable upon bimanual examination, but 
diagnosed at cystoscopy. ‘There are associated bilateral ovarian cysts 
and hydrosalpinx. The symptoms were frequency and urgency of 
micturition. The entire mass was removed as it appears by Dr. C. C. 
Lytle. The patient made a complete recovery and is free from all 
urinary symptoms one year and a half after the operation. 
and, furthermore, whether it moves with the cathe- 
ter when viewed under the fluoroscope. The cysto- 
scopic examination will most always show evidence 
of ureteral disturbance by a bulging and inflamed 
orifice on that side. 

We also have to differentiate gall-bladder affec- 
tions from renal disease. If we recall the anatomy 
of these two organs, we will understand why. The 
gall-bladder usually rests on, or near the anterior 
surface of the upper pole of the right kidney. In 
cases of stone, for example, if the roentgenologist 
finds a shadow in the gall-bladder region, it is not 
certain that he is not dealing with a renal calculus. 


Renal stones may remain quiescent for years. They 
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cause pain only when they block the flow of urine, 
or make pressure upon the renal pelvis. It is impor- 
tant to remember, in this respect, that renal calculi 


Fig. 2. Illustration showing the appearance of a normal renal 
pelvis, in a case where a chronic pyelonephrosis was suspected. A 
catheter has been inserted to the pelvis on the opposite side. This 
patient’s symptoms completely disappeared following removal of in- 
fected tonsils. 


will throw shadows in a much higher percentage than 
will gall-stones. 
In the left abdomen we have principally to con- 


Fig. 3. Pyelogram illustrating appearance of tumor in right kid- 
ney. Note that there is destruction in the outline of the upper and 
middle calyces, and absolute failure of any filling in the lower calyx. 
The function of this kidney was considerably retarded. 


sider the left kidney and ureter, the descending colon, 
and, in women, salpingitis. 

No urologist can work without the cooperation of 
the roentgenologist. One sets the scenery and the 
other raises the curtain. With the cystoscope we see 
the various bladder conditions as they are. In cases 


of tumor we may, with the operating cystoscope re- 
move an amount sufficient for pathological diagnosis, 
If the tumor is benign, as a papilloma, we can ful- 
gurate through the cystoscope and usually complete- 


Fig. 4. Pyelogram of a case of severe pyelonephritis in a_ child. 
Note the distension and inflammatory condition of the pelvis and 
calyces. Recovery followed tonsillectomy. 


ly destroy it in one or more sittings. Foreign bodies, 
such as hairpins, and very small stones may be re- 
moved in this manner. 

The cystoscope also plays a part at times in diag- 
nosing uterine fibroids. Pressure upon the bladder 
from fibroids will cause frequency of urination, and 


Fig. 5. Roentgenogram illustrating large right pyonephrosis in a 
woman aged 25, who had been operated upon for appendicitis with no 
relief of symptoms. There was total absence of function on this side, 
and good function on the left side. Nephrectomy was done by Dr. 
H. J. Knickerbocker, and complete recovery followed. Pyelography 
in such a case as this is absolutely contraindicated. Sufficient data 
could be collected without it. 


is not an uncommon finding. A bulging mass in the 
postericr bladder wall will be seen. Figure 1 illus- 
trates two small fibroids on a uterus which were not 
palpable upon several pelvic examinations, and were 
diagnosed at cystoscopy. 

With ureteral catheterization we may accomplish 
a number of things, such as obtaining urine from 
each kidney for microscopical examination or cul- 
ture, or making a bilateral function test. We may 
obtain the course of the ureter, and the pelvic cap- 
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pacity of the kidney. By injecting some opaque 


solution, such as 20% sodium bromide, we may take. 


a roentgenogram which shows the outline of the 
renal pelvis. Pyelography, however, should be re- 
sorted to conservatively, and only when other data 
are insufficient to make a diagnosis. It is impor- 
tant as a diagnostic aid in renal tuberculosis, calculi 
and, especially, in tumors. In the case of calculus, 
it locates in which part of the kidney the stone lies. 

It is perfectly obvious that there is a close re- 
semblance between many of the urologic diseases 
and those occurring within the peritoneum. A more 
careful diagnosis in the doubtful cases, before un- 
dertaking any operative procedure, should be empha- 
sized. It is interesting to recall the fact that Cabot, 
in analyzing four hundred cases of renal and ureteral 
affections, found that 35% of them had previously 
had abdominal operations for relief of the same com- 
plaint, and that Braasch in the same number of cases 
found that 36% gave a history of abdominal opera- 
tion. I have now under treatment a woman who 
has a definite stricture of the right ureter which, 
when touched with a ureteral catheter gives an ex- 
aggeration of the symptoms, and yet she gives a 
history of having had seven abdominal operations 
during the past eight years with absolutely no relief 
of her pain. Is not such a case convincing evidence 
that cystoscopic examiration should be more freely 
employed ? 

In conclusion, I wish to make two statements: 
First, that in cases presenting definite symptoms of 
upper urinary tract disturbance, there should be 
made a cystoscopic examination to ascertain the 
source and the character of the condition. Secend, 
that cases suggesting appendicitis, gall-bladder dis- 
ease, or obscure pain in the left abdomen, be first 
x-rayed and that a microscopical urinalysis be made 
before any operative procedure is suggested. 
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BELLADONNA IN SINGULTUS. 
Peoria, Ill., February 27, 1923. 
Editor, AMERICAN JOURNAL OF SURGERY. 

In your January, 1923, number a very valuable 
article appeared under the caption ‘“Post-Operative 
Treatment.” The author included the treatment of 
singultus. There are many remedies mentioned in 
the literature, but none has proved as valuable to 
me as belladonna or atropine administered to physio- 
logical effect. 

James W. Parker, M.D. 


GYNECOLOGICAL AND OBSTETRICAL 
TUBERCULOSIS.* 
V. A. Funk, A.B., B.S., M.D., F.A.CS., 


VINCENNES, IND. 


Genital tuberculosis was first recognized by Mor- 
gagni. While performing an autopsy on a twenty- 
year old girl who died of tuberculous peritonitis, he 
found the uterus and appendix filled with caseous 
material, and considered these organs to be the pri- 
inary focus of the disease. Very little was said, 
however, concerning tuberculous infection of the 
female genital organs until after Koch’s discovery 
of the bacillus made it possible to positively diag- 
nose the condition in all its stages. 

Primary genital tuberculosis may be contracted in 
a number of ways. A douche nozzle may become 
infected by sputum or other infected material from 
a phthisical patient. Tuberculous men, even though 
there is no infection of the genito-urinary tract, may 
transmit the bacilli in the spermatic fluid, and al- 
though the epithelial lining of the vagina is a first 
class barrier, and the uterine and vaginal secretions 
quite a hindrance to their existence, Verneuil has 
found several cases recorded in which the female 
was infected in this way. Dervills reports eight 
cases of salpingitis which were thought to have been 
transmitted by coitus. Septic instrumentation must 
be regarded as a source of infection, hence, the 
necessity for rigid sterilization of examining specula, 
forceps, and fingers. Dressings applied to vaginal 
abrasions also must not be overlooked. 

When two tuberculous foci are discovered it is 
sometimes very difficult to decide which is primary. 
The one most pronounced and most active, may be 
the secondary-lesion. Most authors claim that from 
six to twenty per cent. of all genital tuberculosis is 
of primary origin, the remaining eighty to ninety- 
five per cent. being a secondary infection from some 
distant focus. This estimation, however, is extreme- 
ly difficult to determine with any degree of accuracy. 

The frequency of genital tuberculosis is much 
greater in the female than in the male. According 
to Amann, the female genitalia are involved in about 
twenty per cent., while in the male about three per 
cent. In the laboratory of the University of Penn- 
sylvania, where all specimens are subjected to a 
routine histologic examination, it is found that seven 
per cent. of all inflamed fallopian tubes removed are 
tuberculous. , Infection of external genital organs 
is of less frequency than that of all the rest of the 
genital tract, there being only two cases in over 6,000 
gynecological specimens examined at the University 
of Pennsylvania Hospital. 

The vulvar lesion closely resembles tuberculosis of 

~~ *Read before the Lancet Club, Vincennes, Ind. 
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the skin of other parts of the body, but sometimes 
modified by local uncleanliness, as moisture, dis- 
charge, heat, friction, and the presence of the special 
glands. Bender describes two forms, the ulcerative 
and the hypertrophic, the ulcerative being the more 
frequent. As in the male, not infrequently there is 
a history of a previous injury, usually not severe, 
especially if the patient is suffering from the disease 
elsewhere. The onset is slow but progressive. There 
may be an ulcer at first, or a preceding tumor, pain 
- and discharge when ulceration begins, with more 
. or less pruritis. In the hypertrophic variety there 
may be only a discomfort from an enlargement of 
the parts. As a rule, these ulcers do not bleed very 
easily on touch, differing in this respect from malig- 
nant ulcers. They are usually covered with a layer 
of necrotic tissue, and show no tendency to heal. 
Contact ulcers may be formed on the opposite side. 
The ulcers may extend in any direction over the 
adjacent skin surfaces, or into the vagina, forming 
fistulas into the neighboring hollow viscera. They 
may always be confused with malignancy and lues, 
therefore a microscopical report is the only positive 
diagnosis. 

The first case of tuberculosis of the cervix was 
reported by Virchow in 1853. It is a very rare in- 
‘ fection. No age is immune, but it is most frequently 
met with in active sexual life. A discharge, some 
bleeding, and occasionally some pain and itching, 
constitute the symptom-complex. Pozzi describes 
three varieties, ulcerative, vegetative and the miliary. 
The ulcers may be small, resembling a chancroid, or 
large, involving the whole cervix and extending on 
the vaginal mucosa. These are usually moderately 
deep, presenting roughened undermined edges. The 
surface is usually covered with necrotic material, or 
has a granular appearance. As to its differentiation 
from cancer, the course of the disease is very much 
slawer than cancer, the edges are never elevated 


and indurated, the floor is soft rather than hard as in 
nodular cancerous growth, the surface does not 


bleed so easily on touch, and there is a difference in 
the appearance of the necrotic tissue found on the 
surface. The microscope will always settle any 
doubt. Tuberculosis has frequently been mistaken 
for both sarcoma and carcinoma and vice-versa to 
the consternation of both patient and physician. 
The “vegetative” and “miliary” varieties are seldom 
seen or diagnosed until ulceration has developed, 
therefore are of little consequence. 

The uterus is the second most frequent site of 
genital tuberculosis, the endometrium being the usual 
site of infection. Here the disease is practically al- 
ways secondary to a focus in the fallopian tubes. 
Norris, of the University of Pennsylvania, has never 


seen a case of tuberculous endometritis without 4 
concomitant infection of the tubes. 


The symptoms resulting from a tuberculous endo- 
metritis are generally more or less masked by those 
produced by the accompanying salpingitis. Pain, 
tenderness over the uterus, with a leucorrheal dis- 
charge, moderately profuse at first, later becoming 
purulent, with perhaps an occasional cheesy particle, 
constitute the major symptoms. There is nearly 
always dysmenorrhea which begins two or three 
days before the flow. A positive diagnosis is prac- 
tically impossible unless the bacilli are demonstrated 
in the discharge, or histologically from tissue curet- 
tings. 

The fallopian tubes are involved rather frequent- 
ly, but the ovaries relatively infrequently. The two 
organs are of such close proximity, however, that 
they must be symptomatically considered together. 
The infection is usually secondary from the lungs, 
peritoneum, bones, lymph glands or intestines. Al- 
brecht in a series of autopsies, found the primary 
source of tubal and ovarian infection as follows: 
lungs, 73%, intestines 20%, bones 4%, peritoneum 
2%. Records of the autopsies of the Henry Phipps 
Institute show about seven per cent. of all tubercu- 
lous females to have had the infection in the fal- 
lopian tubes; about ninety per cent. of all genital 
tuberculosis is a tubal involvement. The John Hop- 
kins Hospital reports show that ten per cent. of all 
the salpingitis cases are tuberculous infection. When 
we consider the other ordinary infectious salpingitis 
cases, this rather upsets the old Neisserean ratio of 
85 per cent. of all infected tubes. I have always 
held that this was too high except for the slum 
clinics.: 

In practically all tuberculous infections of the 
tubes, we find a peri-odphoritis due to extension by 
continuity, and from infectious tubal contents exud- 
ing from the fimbriated extremities, which have a 
tendency to remain patulous and constantly con- 
taminate their surfaces. As a result we find reten- 
tion cysts, and chronic hypertrophic inflammatory 
oyster-like ovaries. Bandelier thinks that the stag- 
nation, of the tubal secretions, and faulty blood sup- 
ply with frequent congestion, are important predis- 
posing factors in the selectivity of the bacilli for 
the fallopian tubes, hence the reason for the statis- 


tics of Chaffey, Collingsworth, Cummins and 
others showing the disease to be most prevalent in 


the active sexual life, although occurring at all ages 
from ten to fifty. 

The symptoms of tuberculous salpingitis are by 
no means characteristic. There are pain, tendet- 
ness, menstrual disturbances, sterility, leucorrhea, 
constipation, gastric symptoms, local peritonitis and 
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a leukocytosis if there is a mixed infection present. 
Murphy claimed that unless a mixed infection is 
present, the tendency is for the tubal ostium to re- 
main patent, and the course of the disease is similar 
to that of a recurrent appendicitis, but when mixed 
infection has closed the tube, the recurrent type of 
symptoms disappears. The symptoms of the acute 
stage are those of any acute septic salpingitis. The 
duration of this stage is rather uncertain, but as a 
rule it proves to last longer and is more resistent to 
the routine palliative treatment, than are the infec- 
tions produced by the ordinary pyogenic organisms. 


The chronic stage is usually traceable to an acute 
attack, but frequently the disease follows an almost 
chronic course from the beginning. Marked exacer- 
bations are thought by some observers to occur only 
in the presence of mixed infections. The salpingitis 
is most often bilateral, with an invariable sterility 
even though one or both tubes remain patulous. On 
bimanual examination the tubes may be palpated on 
each side of the uterus, or the tubes, ovaries and 
uterus as a pelvic mass, or there may be no palpable 
condition whatever, and only at the operating table 
will the diagnosis be made by the studded peritoneal 
surfaces. Tuberculin may be employed as an aid to 
diagnosis. We must ascertain, however, whether 
the reaction is due to a focus in some location out- 
side of the pelvis. This test should not be made at 
or near the menstrual period. 

The final outcome of these operated cases after 
leaving the hospital is less favorable than those of 
other pelvic infections. Here we face a recurring 
pelvic infection and abscess formation, general 
peritonitis, secondary lesions of any of the other 
organs, and the acute miliary pulmonary involve- 
ment. The great majority of fatalities, however, 
occur in the first year. 

In reviewing the early literature of pregnancy in 
the tuberculous, it is interesting to find that preg- 
nancy was for many years believed to exert a favor- 
able influence on the course of pulmonary tubercu- 
losis. This was probably due to the tendency of the 
patient to increase in weight, which however, is only 
temporary, for a rapid advance of the disease may 
occur after the fifth or sixth month, and very often 
soon after delivery. According to DeLee, when 
pregnancy occurs in the tuberculous woman, very 
frequently, even in those in which pregnancy ulti- 
mately exerts an unfavorable influence, no dele- 
terious results occur, or at least become manifest 
during the early months of gestation. 

Observations lead us to believe that persons affect- 
ed with tuberculosis are unusually fruitful, and, that 
as a result of the disease the sexual appetite is great- 
ly increased. We know that sexual intercourse is 


often practiced by those in whom the disease is ad- 
vanced, because of which we are confronted by 
therapeutic abortions. Simmonds reports a case in 
which a man had intercourse with his wife on the 
very day on which he died with an advanced pul- 
monary tuberculosis. 


The number of tuberculous women becoming preg- 
nant annually in the United States is estimated by 
Bacon at 32,000, and about eleven to twelve thousand 
of these patients die either during or soon after 
pregnancy. Morris believes that 33 per cent. of 
pregnant actively tuberculous women die in less than 
one year following labor. 

During pregnancy a tuberculous woman is carry- 
ing a double load, and, as gestation advances, the 
drain upon her reserve becomes more and more 
marked. This is true, of course, of all chronic dis- 
eases but more especially is it true of tuberculosis. 
Exactly why pulmonary tuberculosis is so prone to 
exacerbation during pregnancy or immediately after- 
wards, is difficult to explain except upon the broad 
ground that pregnancy itself throws an added burden 
upon the general system, and that this may in these 
cases be enough to overthrow the balance of resist- 
ance on the part of the patient, just as the severe 
colds frequently break the resistance and phthisis 
begins. It is a significant fact, which at present is 
not explained, that the Abderhalden test for early 
pregnancy gives a positive reaction in nonpregnant 
patients who are suffering from pulmonary tubercu- 
losis. Evidently the disturbances in the blood caused 
by pregnancy are closely allied with those of phthisis. 


The straining at labor with its increased blood 
pressure is probably frequently sufficient to break 
down practically healed lesions, converting ‘them 
into open or active ones. In this way many freed 
bacilli are suddenly thrown into the blood stream, 
this accounting for many of the cases of miliary 
tuberculosis that have been reported as occurring 
at this period. The actual physiological exhaustion 
following a difficult labor must also be considered 
a contributing factor in many cases. Norris found 
virulent tubercle bacilli in the placenta of 5 per cent. 
of his tuberculous pregnant women. Some observ- 
ers place the percentage as high as 40 per cent. in 
women suffering from active lesions, therefore the 
contraction of the uterus, incident to labor, forcing 
the bacilli into the blood stream, adds another lia- 
bility of acute metastatic infection elsewhere. 


The effect upon the child of the tuberculous mother 
has been a subject much discussed. There have 
been only four undoubted cases of congenital tuber- 
culosis reported in the literature. Norris believes 


that all children born of tuberculous mothers show 
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a hypersusceptibility to the infection. Sergents be- 
lieves that 68 per cent. of children of phthisical 
‘ mothers die very young. Pankow states that above 
50 per cent. of these infants die under one year of 
age. Bacon estimates that of the 10,000 children 
under five years of age who die annually in the 
United States of tuberculosis, 75 per cent. are born 
of tuberculous mothers. However, we have all seen 
large healthy children born of mothers in the last 
stages of the disease. 

Pulmonary tuberculosis seems to have no influence 
- on the course of pregnancy whatever. Shanta be- 
lieves that tuberculous women are especially fertile 
and states that he has found it necessary, in some 
of his cases, to induce abortion two or three times 
in one year. DeLee thinks a pulmonary lesion of the 
fulminating type predisposes to a premature inter- 
ruption of the pregnancy. In these cases the cough, 
hemoptysis, fever, vomiting and infection of the 
placenta being perhaps the direct causes of the pre- 
cipitation of the premature labor. It is generally 
conceded that lactation exerts an unfavorable in- 
fluence on the course of pulmonary tuberculosis. 
Nearly all authors advise the child being immed- 
iately fed from the bottle, or by a wet-nurse. Among 
the extremely ignorant, the bottle fed mortality is so 
high that the breast feeding is perhaps the lesser of 
the two evils. While the bacilli have been demon- 
strated in the mother’s milk, the chief danger to the 
child seems to be due to accidental contamination 
from infected fingers, nipples and kissing. 

What are we going to do with tuberculous preg- 
nant women when we see them early? Norris be- 
lieves that in the presence of an extensive lesion 
somewhat active, and in a small active lesion, the 
uterus should be emptied at once. This also ap- 
plies to a laryngeal involvement of any degree. The 
development of secondary tuberculous lesions in 
parts of the body distant to the lungs, is also in- 
variably an indication for this procedure. The com- 
plications of labor that confront us at all times in 
the non-tuberculous patient, should be watched with 
extreme vigilance in the tuberculous woman, and not 
be allowed to advance, because it must be remem- 
bered that these women have lowered resisting pow- 
ers, and what would be borne by the normal patient 
might be sufficient to cause an exacerbation of a 
smoldering lesion. For this reason, intervention 
should be employed considerably earlier in the 
tuberculous woman for the ordinary puerperal com- 
plications, than in the normal woman. As a general 
rule the earlier the intervention the better the prog- 
nosis. 

The most difficult point to determine is what to 


do when the lesion is in the quiescent state. We 
know that the woman runs an added risk to allow 
the pregnancy to continue, that intervention in the 
early months is the safest, and that the same pro. 
cedure in the later months of gestation is of little 
value. The chief danger, therefore, is that the pa- 
tient may do well until the sixth or eighth month 
when it is too late to do any good by emptying the 
uterus. It is impossible to foretell which case will 
and which will not, do well, but it is by no means 
justifiable to advise the induction of abortion in every 
case. As a general rule, the longer the lesion has 
been inactive, the better the prognosis. In these 
cases the factor of greatest importance is whether 
or not the patient is in position to obtain proper and 
thorough treatment throughout the puerperal period. 
Then, if at any time before the fifth month, evi- 
dence of a laryngeal involvement, or exacerbation of 
any sort arises, the safest plan is to advise an im- 
mediate termination of the pregnancy. 
LAPLANTE BL ope. 


RELATION OF THE BASAL METABOLIC 
RATE TO DISEASES OF THE 
THYROID GLAND. 

ARNOLD S. Jackson, M.D., and 
RecInaLp H. Jackson, M.D., F.A.C.S., 


Section on Surgery, Jackson Clinic, 
Mapison, WIs, 


The basal metabolism unit probably ranks next to 
the roentgen ray as the newest and most valuable 
diagnostic aid. Like the roentgen ray, however, its 
value depends on the personal equation of the tech- 
nician, the accuracy and dependability of the ap- 
paratus, and the experience of the interpreter. 

As was the case in the early days of the roent- 
gen ray, the market is flooded with all kinds of met- 
abolism apparatus, so that various units report wide- 
ly different results on the same cases. This un- 
doubtedly has served to discredit the value of the 
reading in the minds of many prominent surgeons; 
but it merely serves to emphasize the very great im- 
portance of the test being as scientifically accurate 
as possible. For clinical work the gasometer method 
introduced by Tissot, in 1904, is the most accurate 
and satisfactory, provided the technician is properly 
trained. Under such conditions the chance for tech- 
nical error is reduced to less than one per cent. 

Only a few years ago studies in metabolism were 
confined to the experimental stage. Now through 
the efforts of Lavoisier, Atwater, Benedict, DuBois, 
Plummer, Boothby, Sandiford and others, metabolic 
studies form an important branch of clinical medi- 
cine. Lavoisier was the first to point out that all 


life processes consist in oxidation with the elimina- 
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tion of heat. An apparatus that will accurately 
measure the gaseous exchange between a living or- 
ganism and the atmosphere which surrounds it, and 
at the same time measure the quantity of heat pro- 


Fig. 1. Multiple non-toxic adenoma of the thyroid in patient with 
basal metabolic rate plus 8 per cent. Thyroidectomy was performed 
under local anesthesia. 


duced by the organism, was first successfully con- 
structed by Rubner. The efforts of Atwater, Bene- 
dict and DuBois carried the work from the experi- 
mental to the practical stage. The clinical applica- 


Fig. 2. Gross specimens from patient shown in Figure 1. 


tion of the unit with attendant studies, especially 
in diseases of the thyroid, has been largely the work 
of Plummer and his assistants, Boothby and Sandi- 
ford. 

For convenience, basal metabolic rates are ex- 
pressed in percentages of the normal. When the 
heat production is greater than normal, it is desig- 
nated plus, when less than normal, minus. The term 
basal is used to indicate that the test was made at 
atime and under such conditions that the rate would 


be uninfluenced by factors, such as exercise and 
digestion, both of which ordinarily increase the rate 
a few points. The test is, therefore, generally made 
about 8:00 A. M. when the patient has been with- 


Fig. 3. Early case of exophthalmic goiter with only slight en- 
largement of the thyroid. The chief complaints were weakness and 
nervousness; the basal metabolic rate was plus 44 per cent. Overa- 
tion was refused. 


out food for twelve hours. During the hour betore 
tlie test is begun the patient is kept lying down and 
at complete rest, thus insuring muscular inactivity 
and the basal, or minimal, heat production. 


Fig. 4. Patient shown in Figue 3 with marked increase in the size 
of the thyroid. Ligations were performed with thyroidectomy and 


recovery. 

Clinical interpretation of results. For clinical 
purposes a rate of between —10 per cent. and +10 
per cent. is considered normal. As a rule little clin- 


ical significance it attached to a rate of +15 per 
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cent., especially at a first test when the nervous ap- 
prehension of the patient and attendant muscular 
activity must be considered. A second test, in 


i 


Fig. 5. Case of exophthalmic goiter overlooked by many clinicians. 
The basal metabolic rate was plus 68 per cent.; there was no exoph- 
thalmos, but marked loss in power of quadriceps muscles. The patient 
has gained 20 pounds since ligations five weeks previously. 
which these vitiating factors are absent, often shows 
a rate of +8 or +10 per cent. In rates of more 


than +15 per cent. there is a proportionate degree 


Fig. 6. Patient with multiple adenoma of the thyroid with cystic 
degeneration. She had complained of gradual loss in weight and 
strength, rapid heart, and dyspnea. Basal metabolic rate was plus 35 
per cent. Thyroidectomy was performed under local anesthesia with 
uneventful recovery. 


of significance attached to the reading as the rate 
rises. In some cases the rate may reach +-140 per 


cent., but it is the exception rather than the rule for 
metabolic readings to be more than +100 per cent. 
Such rates are occasionally noted in cases of mark- 
edly toxic goiter with rapid loss of weight. The 
opposite condition is found in myxedema, in which 
there is markedly deficient oxidation, or metabol- 


ism, and the rate may drop to —40 per cent. or less, 

The metabolic rate, then, is an index to the rate 
of oxidation of the cells of the body, and just as 
by the aid of the clinical thermometer we may class- 
ify diseases as febrile or afebrile, so with the meta- 
bolic unit we may make a classification of hypo- 
oxidation and hyperoxidation diseases. 

In its relation to diseases of the thyroid gland, 
the metabolism unit is valuable for its negative as 
well as its positive findings. It is just as impor- 
tant to find a normal metabolic rate in a suspected 
case of hyperthyroidism as it is to obtain a high 


Fig. 7. Patient with huge multiple non-toxic adenoma of the thy- 
roid with beginning malignant degeneration. Thyroidectomy was per- 
formed for relief of dyspnea. 


rate in a case of exophthalmic goiter. Young, high- 
ly neurotic girls, who are tnderweight, complain of 
rapid heart, palpitation and tremor, and present a 
symmetrical enlargement of the thyroid gland, with 
thrills and bruits, often furnish cases that are diffi- 
cult to diagnose. The establishment of a normal 
basal metabolic rate in these cases at once eliminates 
the possibility of hyperthyroidism and the necessity 
of surgical interference. 

The basal metabolic rate in exophthalmic goiter. 
Although the basal metabolic rate is of great im- 
portance in exophthalmic goiter, it is a common 
mistake to consider it an index to the patient’s ability 
to undergo operaton. The rate should merely be 
considered as one of several factors, including a 
history of recent or impending crisis, the physical 
findings, especially the weight and strength records, 
the condition of the heart, and so forth. 

There are still many factors regarding metabol- 
ism in exophthalmic goiter which we do not 
thoroughly understand. Some individuals are able 


| Vou. 
to Ca 
carr 
may 
stanc 
| week 
of c 
2 
gree 
| 
it ree 
| 
| h 
the 
| % 
Z 
4 
| 
slo 
ism 
the 
eral 
In ¢ 
a p 
sho 
the 


Vou. XXXVII. No. 4. 


Jackson—Basat METABOLISM. 


AMERICAN 89 
JourNAL OF SURGERY. 


to carry a rate of over +100 per cent. for several 
months: with greater ease than others are able to 
carry a rate of +60 per cent. While the high rate 
may persist over a long period of time in some in- 
stances, in others it falls rapidly to normal in a few 
weeks. The disease naturally progresses by a series 
of crises. If a curve be made to represent the de- 
gree of hyperthyroidism, it may gradually rise until 
it reaches its highest point shortly before the end of 
the first year, as shown by Plummer. During the 


Fig. 8. Recurrent exophthalmic goiter in a patient four months 
pregnant. Basal metabolic rate was plus 48 per cent. Lobectomy 
had been performed elsewhere ten years previously. Thyroidectomy 
had no effect on pregnancy. 
second year two or more crises may occur, and, if 
the patient lives, they may result in permanent myo- 
cardial and renal degeneration. Aside from the oc- 
casional case of spontaneous cure, many patients 
slowly improve, but the majority never. regain their 
normal health. The time and number of the crises 
may show marked variation. Operation should 
never be performed while the curve of hyperthyroid- 
ism is rising, but only after the peak is passed and 
the metabolic rate is stationary or falling. In gen- 
eral, the rate rises in proportion to the degree of 
hyperthyroidism, yet it is not uncommon to see a 
lower reading in a patient approaching a crisis than 
in one who has recently passed through one. The 
operative risk would be far less in the latter patient. 

In considering the advisability of operating upon 
a patient with Grave’s disease the metabolic rate 
should be considered merely as an aid and not as 
the deciding factor in selecting the right time for 
operation. A rising pulse curve, while of less im- 


portance, is a factor to be considered. It is usually 
safter to operate when the curve runs a horizontal 
course. Patients with progressive, rapid loss of 
weight are poor surgical risks, especially when pri- 
mary thyroidectomy is considered, but even the sim- 
ple operation of ligation under local anesthesia is 
attended with risk when a crisis is approaching. - 
Vomiting, diarrhea, and anorexia warn of ‘a crisis 
and should be given more consideration than a low 
metabolic rate. Loss of strength, or muscular as- 


Fig. 9. Typical case of exophthalmic goiter two months after 
ligations. Basal metabolic rate was reduced from plus 75 to plus 40 
per cent. The patient gained 20 pounds in weight and is now ready 
for thyroidectomy. 


thenia, as a diagnostic sign in Grave’s disease, is 
most important, but has received less consideration 
than it deserves. As a rule, the patient who is un- 
able to walk is in no condition for operation. 

We are indebted to Plummer for a very simple 
and dramatic test of the degrees of muscular as- 
thenia in patients with exophthalmic goiter, the 
quadriceps test, in which the patients mount a step 
without holding onto a support. Patients with true 
hyperthyroidism usually hesitate or falter and in- 
stinctively seek some means of support. In ad- 
vanced cases the patients are incapable of mounting 
the step, whereas patients with pseudohyperthyroid- 
ism usually have no difficulty in quickly performing 
the test successfully. 

The operation of primary thyroidectomy may be 
performed with fair risk during the first few weeks 
of incipient Grave’s disease when there is only 
moderate loss of weight and strength, a metabolic 
rate below +50 per cent., a regular pulse not over 
140, and slight or no dilatation of the heart. The 
determination of the metabolic rate in these cases is 
especially valuable as an index to the degree of hy- 
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perthyroidism. In more advanced cases the graphic 
metabolic curve in conjunction with the other fac- 
tors is often an aid in determining the opportune 
time to perform ligations and, later, thyroidectomy. 

The metabolic rate in adenoma with hyperthyroid- 
ism. The basal metabolic rate is of greatest im- 
portance in dividing cases of adenoma of the thy- 
roid into those with hyperthyroidism and those with- 
out hyperthyroidism. Although>in the majority of 
cases it is possible to do this clinically, the metabolic 
rate clears up the diagnosis beyond a doubt. It is 
‘especially valuable, however, to the physician who 
sees such patients only occasionally. It is true that 
there are a few patients with exophthalmic goiter or 
adenoma whose metabolic rates are normal hecause 
the hyperthyroidism is in a quiescent state. 


Compared with adenoma with hyperthyroidism, 
the symptoms of exophthalmic goiter are acute. In 
the majority of instances symptoms of hyperthy- 
roidism do not develop until from fifteen to twenty 
vears after the appearance of the adenoma, but they 
persist for three and one-half years before the pa- 
tient consults a surgeon. Consequently, the dam- 
age to the cardiac, arterial, and renal systems is more 
serious and permanent than it is in exophthalmic 
goiter. The metabolic rate, of course, does not fur- 
nish an index to the degree of damage and is, there- 
fore, of much less value than in exophthalmic goiter 
in which the degree of hyperthyroidism is the im- 
portant factor. In adenoma with hyperthyroidism 
the surgeon is not concerned as much with the pos- 
sibility of postoperative hyperthyroidism as with 
the ability of the heart and kidneys to functionate 
propertly. 

The average metabolic rate in adenomas with hy- 
perthyroidism, as shown by Boothby, is +35 per 
cent., whereas in exophthalmic goiter the average is 
over +50 per cent. -It is uncommon to see the meta- 
bolic rate above +35 per cent. in adenoma, whereas 
in exophthalmic goiter the range. varies from 
per cent. to -++140 per cent. 

The basal metabolic rate clearly indicates the suc- 
cess of operative methods in the treatment of aden- 
oma with hyperthyroidism, as shown by Judd in a 
series of cases in which the preoperative rate was 
+32.7 per cent. and the average postoperative rate 
was +9.2 per cent. These figures are in accord 
with thoce of Boothby, who found that in 67 per 
cent. of the cases the rate returned to normal- within 
two weeks after operation. Plummer has pointed 
out that thyroidectomy almost immediately cures pa- 
tients with adenoma with hvperthyroidism. In 
marked contrast to this type Boothby studied a 
group of severe cases of exophthalmic goiter, in 
which the average rate was +66 per cent. These 
patients were subfécted to rest in bed and two liga- 
tions at an interval of a week or more, and within 


ten days after the second ligation the average rate 
had dropped to +50 per cent. After three months’ 
rest at home these patients had an average rate of 
+42 per cent. with corresponding clinical improve. 
ment; within two weeks after thyroidectomy the rate 
had dropped to +19 per cent., but in only 36 per 
cent. did it return to normal in this time. 
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THE TREATMENT OF FRACTURES OF 
THE GREATER TUBEROSITY 
OF THE HUMERUS. 


The observation that various injuries and disabil- 
ities of the shoulder region—and among them small 
fractures of the tuberosity of the humerus, which 
may be produced by indirect violence and thus 
escape recognition—are so often treated by fixation 
of the arm to the chest, leads us again to protest 
against this practice and to urge once more the 
importance in cases of tuberosity fracture of prompt- 
ly securing abduction and of maintaining abducta- 
bility, as a means of obviating the weeks of “stiff 
and painful shoulder” that otherwise almost inev- 
itably supervene. 

Free abduction relaxes the supraspinatus which, 
otherwise, tends to pull upon the fragment; it re- 
laxes and, as much as possible, it separates the walls 
of the overlying bursa which, reasoning by analogy 
with the tenden lesion in subdeltoid bursitis, are 
probably apt to become adherent; it stretches the 
adductors of the arm, which obviates their becoming 
stiff ; it maintains from the outset a large degree of 
active abductability. 

The abduction treatment can be secured by means 
of a plaster cast or splint, but these have several 
Obvious disadvantages: they are irksome and com- 
bersome to wear ; they necessarily confine the patient 


to his home; they are not regulable from hour to 
hour; an anesthetic may be required to secure the 
abduction desired for their application. 

If the fragment is a large one and much displaced, 
suggesting the need of fixation, abduction in a plas- 
ter cast may be desirable, but for the small and 
minute fractures of the tuberosity there is a simpler, 
more comfortable, automatic method of abduction. 

The patient is put ta bed or on a couch supported 
by pillows or a back rest. He abducts the arm, 
preferably rotated out, on the pillows, as far as he 
comfortably can, and a towel—or gauze loop—is 
passed from the head of the bed to the elbow or wrist. 
The head of the bed may be elevated on blocks or 
chairs. As the patient slides down, little by little, 
the arm is raised more and more, thus painlessly 
overcoming the spasm and gradually but surprisingly 
quickly securing full abduction. The method can 
be variously modified. Indeed, the mere rest of the 
arm on the pillows helps much to overcome pain 
and spasm and usually the patient will soon assist 
actively in the abduction. Strain on the arm can be 
lessened by propping pillows below it. 

While it is preferable in these cases: to maintain 
the abduction fairly continuously for about ten days, 
it is not essential. Indeed, this method allows the 
patient to attend to his affairs during the day, if he 
must, (carrying the arm in a sling), and to employ 
the treatment at night or for an hour or so morning 
and evening. It has the further advantages that the 
abduction can be regulated or intermitted by the 
patient himself, that it allows sufficient play of the 
muscles to keep them fairly supple, that it is simple 
and not uncomfortable. 

After three weeks, if any disability remain,. prop- 
erly swinging a light Indian club for a couple of 
minutes daily will soon overcome it. 


ARPAD G. GERSTER. 


The death, on March 11th, of Dr. A. G. Gerster, 
of New York, marks the passing of an interesting 
and conspicuous figure in the story of the establish- 
ment of modern surgery. That he was among those 
who saw the birth of antisepsis and asepsis in his 
art was the accident of his age; that he was a vigor- 
ous pioneer in the practice and the development of 
the technics of asepsis, and of the technics of sur- 
gery that asepsis made possible, was wholly due to 
his remarkable surgical instinct and to the force of 
his character. 

An etcher of note, a musician, a lover of nature, 
his versatility and his broad culture were reflected 
in his surgical work and in his relations with col- 
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leagues and pupils. He had a way of penetrating 
to the crux of a surgical problem that betokened a 
trained mind and a large capacity for interpreting 
experiences. He was a fine diagnostician and a bold 
operator, splendid in his resourcefulness. Above 
all, he was a great teacher; and a host of men whom 
he trained will remember him gratefully and affec- 
tionately not only for the surgical art he brought 
to their fingers and their hearts-and their souls, but 
also for the stimulating influence of his personality 
and his character. 


Progress in Surgery 


Selections from Recent Literature 


Acute Suppurative Pleurisy. An Analysis of 94 Cases 
CuHartes H. Peck and Henry W. Cave, New York. 
Surgery, Gynecology and Obstetrics, March, 1923. 

The successful treatment of acute empyema is still based 
upon measures which provide adequate drainage. The prin- 
ciple of air-tight drainage, avoiding an open, sucking 
pneumothorax, with moderate negative pressure to keep the 
cavity constantly empty, is of primary importance, and 
favors the rapid diminution of the size of the cavity until it 
becomes a simple tube tract. It is one of the greatest recent 
improvements in the management of these cases. 

Palliative preoperative measures, e.g., repeated tapping. 
are important, in the early stage of severe cases, especially 
those of the postinfluenzal or streptococcic types, or when 
pneumonia is not completely resolved, radical operation be- 
ing postponed pending improvement in the general condition. 

Closed tube drainage by the method described compares 
favorably in results as to recovery and time of healing, with 
the method of immediately dakinizing the cavity for the 
purpose of sterilizing it. Early bacteriological examination 
is of aid in determining the prognosis and plan of operative 
procedure. The use of roentgenography and fluoroscopy is 
of great value in determining the position and extent of the 
exudate. Local analgesia is the method of choice except in 
children where open drop ether may be necessary. 

Improvement in constitutional symptoms following opera- 
tion for postpneumonic cases in this series was usually 
prompt; while in postinfluenzal cases 4 or 5 days elapsed 
before similar improvement was attained. Balcony treat- 
ment, blow bottles, deep breathing, and chest and arm exer- 
cises should be instituted early in the convalescence. 


A Report on 12 Cases of Postoperative Abscess of the 
Lung and 2 Cases Postoperative Pneumonia. 
Harry Lee Barnes, Wallum Lake, R. I. The Rhode 
Island Medical Journal, March, 1923. 

Of the 14 post-operative pulmonary sequelae: 

I2 were abscesses 

2 were pneumonia 

2 cases followed teeth extraction 
1 case followed appendicectomy 

11 cases followed tonsillectomy and adenectomy 

It involved the right lung mainly 

2 involved the left lung mainly 

I involved both lungs about equally 

9 cases had involvement of the lower half of the lung mainly 

5 cases had involvement of the upper half of the lung mainly 
On 12 abscess cases: 

5 were operated upon, and of these 2 recovered completely. 

I was relieved of septic condition and is able to work but 
has some cough. 

2 were relieved of most of the expectoration of offensive 
pus but had a discharging sinus when last seen. 

Of the 7 cases not operated upon: 

I was treated with artificial pneumothorax but the treat- 
ment had to be abandoned because each treatment was 
followed by hemoptysis. He was later operated on and 
is one of the above cases in which a sinus resulted. 

I was treated with artificial pneumothorax, developed an 


empyema on the treated side, and after improving from 

this condition finally died of spontaneous pneumothorax 

on the untreated side. : 

I improved somewhat under postural drainage. 

4 have passed from observation. 

All operations on the upper air passages should be fol. 
lowed up a month or two afterward or many post-operative 
pulmonary complications will never be heard of by the 
operators. While the occasional occurrence of septic emboli 
must be admitted, the fact that in twelve of the fourteen 
cases of lung abscess after tonsillectomy here réported the 
right lung was most affected, points directly toward aspira- 
tion as the usual cause. Thorough cleansing of the nose, 
throat and mouth before operating and sterilizing the field 
with iodin should reduce the danger. Details of operative 
technic are not the main defense against aspiration. The 
best protection is an anesthesia not too deep for coughing, 
a position in which the head can be brought forward to 
drain the blood from the mouth, and an operator keenly 
alive to the danger of aspiration, who will watch the bleed- 
ing and bring the head forward in time. 


Artificial Pneumothorax: Its Application to Cases 
Other Than Those of Pulmonary Tuberculosis, 
J. J. Perkins and L. S. T. Burrett, Brompton, Eng, 
The Lancet, March 10, 1923. 

The authors report several cases showing that artificial 
pneumothorax may be of value in abscess of lung, bronchiec- 
tasis, hemoptysis of unknown origin, and recurrent pleural 
effusion. In abscess of lung the success of artificial pneumo- 
thorax depends on the presence or absence of adhesions. 
Where these are absent artificial pneumothorax is sufficient 
to effect a cure and render a severer operation unnecessary. 
Considering the uncertainty of discovering the abscess cavity 
it is certainly to be preferred to drainage. When the abscess 
is superficial the presence of adhesions may lead under 
pneumothorax to its intrapleural rupture necessitating drain- 
age of the pleura. If the adhesions are widespread they 
may stand in the way of complete collapse and prevent suc- 
cess, necessitating thoracoplasty. But even so, artificial 
pneumothorax may be sufficient in itself and, where not, the 
symptoms are relieved and the general condition of the 


patient improved, enabling him better to face the severer' 


operation. 

Success in bronchiectasis, as.in abscess of the lung, de- 
pends on adhesions which in two cases led to disappointing 
results, and in two cases rendered the induction of pneumo- 
thorax impossible. Artificial pneumothorax may be com- 
pletely successful when prolonged. 


Indications for Cholecystenterostomy. R. L, Munroy, 
Aberdeen, S. D. The Journal-Lancet, February 15, 
1923. 

Cholecystenterostomy is indicated in cases of infection of 
the biliary tract or cholangitis that do not yield promptly to 
medical treatment. It is indicated in distention of the gall- 
bladder and bile ducts, and where the gall-bladder is not 
easily emptied, and it is also indicated in all obstructive 
lesions of the common and cystic ducts which can not be 
easily and safely removed, also preliminary to more radical 
measures in case of stones impacted in the lower third of 
the common duct with a patient in bad condition. 

Cholecystenterostomy should be substituted for cholecys- 
tectomy where ordinarily a cholecystectomy is done for an 
infected gall-bladder without stones; where ordinarily 2 
cholecystectomy is done in cholangitis, with or without stones. 


Pathogenic Ptosis of the Right Colon. E. P. Quam, 
Bismarck, N. D. The Journal-Lancet, February 15, 
1923. 

The author discusses the congenital origin, the progress, 
the complications, the various types and degrees of the lesion. 
Coloptosis is a very common anatomic abnormality. Com- 
paratively few suffer serious symptoms as a consequence, 
but the incidence is nevertheless much greater than formerly 
supposed. Some of the effects of coloptosis are translated 
to other abdominal organs which may then give rise to 4 
new set of symptoms based entirely on the complication and 
obscuring the original and chief cause. Medical treatment 
gives relief in most cases and should be given thorough trial 
in all cases, but its ability to cure is doubtful in any case. 
Surgical treatment is as successful in these lesions as 1 
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many other so-called surgical diseases, and promises better 
results aS experience accumulates. “Chronic appendicitis” 
is an infrequent disease, and the term should be restricted 
to those comparatively few instances in which there actually 
is a chronic lesion of the appendix, 


The Surgical Treatment of Chronic Ulcerative Colitis. 
Harvey B, Stone, Baltimore, Md. Annals of Surgery, 
March, 1923. 

In what cases should operation be employed? Any severe 
exacerbation of a chronic ulcerative colitis is in itself an 
indication for operation. Any chronic case, even without 
alarming severity of symptoms, that has resisted the usual 
medical treatment for a number of months, should be op- 
erated upon to terminate indefinite invalidism. Appendicos- 
tomy does not always cure the colitis for it does not exclude 
the large bowel. Cecostomy is no more certain in exclusion 
of the bowel and has all the disadvantages of a fecal fistula. 
Stone regards ileostomy a better method and in the 3 cases 
he reports it worked well. He advises combining ileostomy 
and appendicostomy, 

Nonsurgical Removal of Paraffin in the Urinary Blad- 
der. Davin R. MELEN, Rochester, N. Y. The Journal 
of the A. M. A., March 10, 1923. 

To dissolve a wax crayon which the patient had intro- 
duced, 1 ounce of filtered gasoline, 70 proof, and 2 ounces 
of light liquid petrolatum were heated to a temperature of 
105 F. and injected into the bladder through a Nélaton 
catheter. The patient retained this for one hour and forty- 
five minutes without much discomfort. He then voided 5 
ounces. The gasoline and oil floated to the top of the con- 
tainer, and many red particles of the crayon settled to the 
bottom. Six hours later the injection was repeated, and 
was retained for two hours without discomfort. One week 
after the urine had ceased to contain particles of crayon, 
the bladder was clear of any foreign material. There was 
still a moderate amount of cystitis. Cystoscopy about two 
months later, revealed the bladder absolutely normal. 


Excision of the Fibula in Amputations Below the Knee- 
Joint. Cuartes Noon, Norfolk, Eng. The British 
Medical Journal, March 3, 1923. 

Many below-knee amputation stumps which are at present 
painful and unsound can be transformed into serviceable 
stumps by excision of the remaining part of the fibula and 
removal of that part of the external popliteal nerve which 
lies below the level of the knee-joint. The presence of the 
fibula appears to cause considerable difficulty in fitting and 
wearing a satisfactory artificial limb. This is especially 
noticeable in stumps where atrophy of the muscles covering 
the bones has been excessive. Removal of the bone improves 
the condition and produces serviceable stumps. 

Removal of the fibula adds so much to the efficiency of 
stumps after amputation below the knee that it is an ad- 
vantage to perform it in all cases in which the stump will 
not measure more than four inches. 


Typhoidal Osteomyelitis. NatHAN WINsLow, Baltimore, 
Md. Annals of Surgery, March, 1923. 

Persistent bone pain with the history of a previous typhoid 
fever should suggest the possibility of a typhoidal osteo- 
myelitis. In suppurative bone disease a careful investigation 
of the bacteriology of the pus is necessary for an accurate 
diagnosis. When suppuration occurs surgery offers the 
patient the surest and quickest road to complete cure. Vac- 
cino-therapy has been used with success in a few cases, both 
suppurative and nonsuppurative, with and without operation. 


Cysts of the External Semilunar Cartilage of the Knee. 
D. B. Puemister, Chicago. The Journal of the A. M. 
A., March 3, 1923. 

Phemister reports what are apparently the first two cases 
of this sort to be reported in this country. The findings in 
these cases are identical with those of colloidal cystic swell- 
ings which develop in various connective tissues, especially 
on the back of the wrist, and are commonly designated as 
ganzlions.. Trauma seems to have played a role in some 
cases, but it is of less importance than in ganglions of other 

tions, particularly about the wrist. The pathologic 
ge is essentially a degenerative one, and most of the 
phenomena of inflammation are absent. The cysts seem to 
attain their maximum size within a few weeks, after which 
they remain stationary and continue to produce pain and a 


_ cases, when the type is favorable. 


variable amount of interference with motion in the joint 
until removed. There is no recorded instance of spontaneous 
disappearance of the symptoms or of the swelling. The 
treatment consists in removal of both cyst and cartilage. In 
four instances only the cyst was removed, and in two of 
these cases there was return of symptoms shortly afterward, 
necessitating a second operation. Excision of both cyst and 
cartilage has resulted in a complete cure in all cases in which 
it has been practiced. 

The Prognosis in Cancer of the Breast. Harry C. Sattz- 
STEIN, Detroit, Mich. The American Journal of the 
Medical Sciences, March, 1923. 

Radically different methods of surgical removal of breast 
cancers are not to be expected. Improved operative pro- 
cedures will play little role in increasing the percentage of 
cures. The clinical variety of the tumor, or the variety 
divided by the patient’s immunity, is of profound importance 
in determining the prognosis. Operations upon recurrent 
carcinoma of the breast are. distinctly indicated in certain 
If the type is not favor- 
able, operation hastens death. Eighty per cent. of admis- 
sions to Harper Hospital already had axillary involvement. 
When the axilla is involved the prognosis is 4 to 25 per cent. 
cure; uninvolved the prognosis is 80 per cent. cure. There 
is substantial evidence that in breast cancer women are seek- 
ing advice and operation earlier than formerly, but in this 
matter it may be said that the surface only has been scratch- 
ed. Since the ‘time factor is capable of such wide variation 
and is capable of such influence upon the ultimate prognosis, 
the best efforts should be directed toward reducing the inter- 
val between appearance and eradication, toward transposing 
“80 per cent. with axillary involvement” to “80 per cent. 
clinically benign.” This will be realized only when popular 
information is so widespread that. every woman regards a 
lump in her breast with dread suspicion as soon as, and not 
six months after, she first perceived it. 


Carcinoma of the Appendix. Arnotp S. Jackson, Roch- 
ester, Minn. Archives of Surgery, March, 1923. 

The prognosis following early removal of carcinoma of 
the appendix is more favorable than that for malignancy in 
any other part of the gastro-intestinal tract. The appendix 
should be examined carefully in every laparotomy when 
possible and should be removed if any abnormality is present. 
A preoperative diagnosis of carcinoma of the appendix is 
impossible because of the absence of distinguishing clinical 
signs. A definite relationship exists between carcinoma of 
the appendix and chronic appendicitis. Obliterated appen- 
dixes should be carefully examined for signs of malignancy. 
The relationship of cecal carcinoma to carcinoma of the 
appendix has not been proved. 


Carcinoma of the Cervical Stump. Report of Eight 
Cases. Lincotn Davis, Boston. The Boston Medical 
and Surgical Journal, March 8, 1923. 

It is fair to assume an incidence of cancer of the cervical 
stump following supravaginal hysterectomy for fibroids of 
2 to 3 per cent. or more, varying of course with the degree 
of accuracy with which cases of coexistent carcinoma are 
detected at the time of operation, and the length of time 
that cases are kept under observation. 

Davis agrees with Leonard and Frank that routine 
complete hysterectomy in the hands of the average surgeon 
would undoubtedly elevate the mortality considerably. 
Furthermore, there would be a considerable incidence of 
vesical, urethral, and rectal fistulae. 

Coring out of the cervical mucosa is not a certain method 
of preventing the development of carcinoma in the stump, 
even of the adenomatous type, Such a procedure could not 
be expected to have any influence in cases of squamous cell 
type which develop from the portio vaginalis. 

Bearing in mind the frequent association of cancer of the 
body of the uterus, also of the cervix, with uterine fibroids, 
every case in which hysterectomy is contemplated should be 
carefully investigated, the cervix inspected, and the uterine 
cavity curetted as a preliminary measure, any suspicious 
tissue should be subjected to an immediate microscopic ex- 
amination before hysterectomy is undertaken. If the micro- 
scope reveals cancer, a total hysterectomy should of course 
be done. If no evidence of cancer is found a supravaginal 
hysterectomy may be done unless the appearance of the cer- 
vix arouses a strong clinical suspicion of malignancy. Only 
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with increasing experience and skill should total hysterec- 
tomy be adopted by surgeons generally as a routine pro- 
cedure, 

A careful follow-up system should be adopted for all cases 
of incomplete hysterectomy, and patients warned that the 
reappearance of vaginal bleeding or discharge, after opera- 
tion, calls for prompt examination. 

Cancer of the retained cervix is a serious problem. Early 
cases may be treated by radical abdominal excision; the 
operation, however, is even more formidable than the 
Wertheim operation itself. Radium undoubtedly offers the 
best chance in the great majority of cases. Prevention 
rather than cure is the great desideratum. 


Conservatism in the Treatment of “Essential Uterine 
Hemorrhage.” S. H. Geist, New York. Surgery, 
Gynecology and Obstetrics, March, 1923. 

In studying the pathological material obtained from these 
cases it was noted that there were two constant findings, 
one a hypertrophied uterine mucosa and the second a cystic 
condition of the ovaries. The type of cysts found varied 
from small atretic follicles to rather large corpus luteum 
cysts. The ovaries vary in size from slightly above normal 
to twice the normal. 

Analyzing the 4 cases here reported without attempting 
to classify or differentiate them, it was found that with 
profuse atypical bleeding, the uterus was grossly normal, 
both ovaries were found to be diseased, and that by a partial 
resection of as much of the diseased areas as was consistent 
with the maintenance of function, the symptoms were re- 
lieved and a practically normal cycle was instituted. 


The Present Status of Surgery in the Treatment of 
Fibromyomata Uteri. StTepHen E. Tracy, Philadel- 
phia, Pa. American Journal of Obstetrics and Gyne- 
cology, February, 1923. 

Of all the patients who consult a surgeon for symptom- 
producing fibroids, 30 per cent. have either degeneration of 
the tumor or malignancy of the pelvic organs. Abdomino- 
pelvic disease is found in 40 per cent. of the cases. Seventy 
per cent, of these patients have complicated tumors. In 
women past the age of forty years only 16 to 18 per cent. 
have simple uncomplicated tumors. It is impossible by any 
method of examination to determine which are simple un- 
complicated tumors. The treatment of choice in the vast 
majority of cases is myomectomy for women under the age 
of forty years and hysterectomy in women past this age. 

Radium has a definite though limited field of usefulness 
in the treatment of these neoplasms. The use of radium 
should be restricted to small or medium-sized uncomplicated 
tumors at the menopausal period, to patients with menor- 
rhagia or metrorrhagia following myomectomy, and in cer- 
tain constitutional diseases in which surgery would be at- 
tended with unusual risk. 


A New Operation for the Correction of Retroflexion of 
the Uterus. Joun W. Keere, Providence, R. I. The 
Boston Medical and Surgical Journal, March 8, 1923. 

An incision two inches in length is made through the 
peritoneum covering the uterus and round ligament, the 
center of which incision lies over the insertion of the round 
ligament into the uterus. The edges of peritoneum along 
the incision are retracted and the uterine portion of the 
incision deepened sufficiently to receive the round ligament 
about to be embedded in it. The round ligament, freed of 
its overlying peritoneal covering, is now grasped with for- 
ceps and drawn taut, in the direction of the uterus, thus 
taking up the slack. The loop of round ligament resulting 
from this procedure is fixed, in the slit in the wall of the 
uterus, by three or four chromic gut sutures. The peri- 
toneum is then drawn over the ligament and united with a 
continuous, plain catgut suture. The opposite round liga- 
ment is treated in a similar manner. 

While this operation of intraabdominal shortening of the 
round ligaments and attaching the muscle of the ligaments 
to the muscular wall of the anterior surface of the uterus 
and covering the ligaments with peritoneum, may be suf- 
ficient to hold the uterus in an anteverted position, yet, in 
order to make the cure doubtly sure, Keefe has supplemented 
this procedure by a method employed by Pestallozzi. The 
salient features of this operation are that the bladder is 
first detached from the anterior surface of the uterus, and 
then sutured to it in such a manner that the upper portion 


of the bladder is attached to the upper anterior surface ang 
fundus of the uterus. The steps of this operation are de. 
scribed. It should not be done during the child-bearing 
period. 


Lingual Goiter. Franx H. Laney, Boston, Mass. Surg. 
ery, Gynecology and Obstetrics, March, 1923. 

Lingual goiter is the result of development of thyroid 
tissue at the point of origin of the thyroid. The tumor of 
the tongue is present at birth, but as a rule is not of suf. 
ficient size to produce symptoms. With increasing years 
enlargement of the mass occurs until advice is sought be. 
cause the tumor, on account of its size, interferes with 
swallowing and nutrition. The patient complains of the 
presence of a lump in the back of the throat which on ex. 
amination appears as a firm, solid tumor located in the 
midline on the posterior third of the tongue, its surface 
being dull red in color, slightly lobulated in contour, and 
bleeding easily if abraded; its base is broad, extending, as 
a rule, well out close to either edge of the tongue. Because 
of the mechanical interference with articulation due to the 
presence of the mass, a definite impairment of speech is pro- 
duced. Such is the condition in a lingual goiter. In the case 
of the intralingual goiter, the condition is very similar, ex- 
cept that it may grow downward into the floor of the mouth 

The treatment is surgical removal when mechanical dif- 
ficulties in swallowing result from its presence. This may 
be accomplished in the lingual type by excision through the 
mouth, care being taken to obtain adequate exposure of the 
tumor by delivery of the posterior third of the tongue and 
careful control of bleeding during excision of the mass from 
the tongue. These two precautions are of extreme import- 
ance, owing to the vascularity of the tumor and its inacces- 
sibility except under very complete anesthesia. 

Intralingual goiters arising within the substance of the 
tongue are reached either through the tongue by way of 
the mouth, or from the outside, through the floor of the 
mouth, depending upon whether they are located close to 
the mucous membrane of the tongue or well within the sub- 
stance of the root of the tongue. 

The question arises in these conditions as to whether the 
removal of the lingual goiter will or will not produce myx- 
edema or tetany. Tetany will not be produced, since the 
parathyroids possess developmental centers which are er- 
tirely independent and separate from that of the thyroid 
The development of myxedema must always be a possibility, 
dependent upon whether the lingual goiter represents the 
development of accessory thyroid tissue in the course of the 
thyroid tract, or whether it represents the entire undescended 
thyroid remnant. 

The Use of Paravertebral Nerve Block Anesthesia in 
General Surgery. Wuitt1am R. Meeker, Rochester, 
Minn. Minnesota Medicine, March, 1923. 

Meeker describes and illustrates the technics of para- 
vertebral injections at various levels. He concludes: 

Paravertebral nerve block at all levels of the spine is 
difficult to produce, distressing and painful to most patients 
when preliminary narcosis is not employed, and usually re- 
quires a delay of about fifteen minutes before anesthesia is 
complete. 

The practical value of paravertebral nerve block is not 
the same at all levels of the spine. It is least satisfactory 
in abdominal surgery, where its use is never indicated. Com- 
pared with the present very efficient methods of local infil- 
tration and general narcosis, paravertebral anesthesia for 
abdominal surgery in the experience of the Mayo Clinic 
has been an unsurgical procedure even in the hands of ex- 
perts. 

In sacral nerve block, the choice of procedure is the com- 
bination of a low epidural injection with transsacral block 
of the first, second, third, and fourth sacral nerves. This 
is uniformly satisfactory in surgery of the pelvic floor and 
viscera. ' 

Cervical plexus block by the lateral oblique method gives 
satisfactory anesthesia in surgery of the neck, although this 
region is also well adapted to local infiltration. 

Thoracic paravertebral anesthesia is useful in laminectomy, 
the Hibbs operation, and thoracic operations. Lumbar para- 
vertebral anesthesia is also valuable in laminectomy and if 
resections of the rectum. In nephrectomy, block of the 


ninth thoracic to third lumbar nerves is a practical pro- 
cedure. 
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While indifference on the part of surgeons should not too 
greatly limit the field to which local anesthesia is entitled, 
neither should enthusiasm too greatly extend it. The prob- 
lem of local anesthesia is not that of dealing a mortal blow 
to general narcosis in the entire field of surgery, but of 
being used jointly with general narcosis each in its proper 
sphere, always for the best interests of the patient. A 
biased exclusiveness toward one method or the other is to 
be guarded against. Special indications must determine the 
choice of anesthesia in all cases. 


Butyn—A New Local Anesthetic. A Summary of about 
500 Cases. R. ALLEN GrirFitH, Chicago, Ill. The 
American Journal of Clinical Medicine, March, 1923. 

In dental operations, Griffith reached the following con- 
clusions in regard to butyn. 

It is fully as rapid in its action as cocain and far more 
rapid than procain. 

It produces an extremely intense and deep anesthesia. It 
seems to be far more powerful than procain and _ lasts 
longer. It lasts still longer if combined with just sufficient 
epinephrine to control hemorrhage. 

Butyn solutions are mildly antiseptic and wounds heal 
rapidly. There is seldom after-pain. There are few re- 
actions on pulse, respiration, or color. Toxic manifestations 
are extremely rare. 

The “Local” Wassermann Reaction: A New Diagnostic 
Aid in Primary Syphilis. D. Stern and Harotp Ry- 
pins, Minneapolis. Minnesota Medicine, March, 1923. 

The “local” Wassermann reaction, carried out on the sur- 
face sera of chancres in 43 cases of demonstrated primary 
syphilis was positive in all cases. It was negative on the 
sera from 5 proved non-luetic lesions. 

Of these 43 cases of primary chancre, the dark field was 
positive in 41 or 95.3 per cent., and the blood Wassermann 
in 13, or 30.2 per cent, 

Treatment of the lesions with anti-spirocheticide, even 
when the spirochetes have disappeared, does not interfere 
with the reaction. 

In cases where no dark field is available, or where the 
dark field is negative, the “local” Wassermann reaction is 
the only method for making a positive diagnosis of primary 
chancre. 


Book Reviews 


Brain Abscess. Its Surgical Pathology and Operative 
Technic. By Wetts P. Eacieton, M.D., Lt. Colonel, 
M.R.C.; Medical Director, Newark Eye and Ear In- 
firmary, Newark, N, J.; Chief of the Division of Head 
Surgery, Newark City Hospital; Attending Craniolo- 
gist, Newark Presbyterian Hospital; etc. Large octavo; 
297 pages; 40 illustrations. New York: Tue Mac- 

Company, 1922. 

This very original and exhaustive monograph will be of 
profound interest to the general and, especially, the neuro- 
surgeon, the neurologist, otologist, rhinologist and, in large 
measure, the ophthalmologist. It presents, essentially, the 
author’s views upon the pathology and operative treatment 
of brain abscesses, being based upon a study—clinical, op- 
erative and in several instances post-mortem—of 31 personal 
cases: But it also includes a thorough study of the recent 
literature, to which there are over 700 references, and an 
analysis of the 125 autopsy records of cerebellar abscess 
reported up to 1919 and of 141 recorded cases of frontal 
lobe abscess. 

Part I consists of two chapters on Intradural Technic in 
general, describing the recognized methods of intradural 
surgery. 

In Part II, Chapters III and IV deal with the Pathology 
of brain abscesses and their Surgical Classification. This 
classification is based upon the mode of entry into the brain 
of the different pathological processes causing abscess; and, 
accordingly, Eagleton uses the terms adjacent (secondary), 
and intercurrent (tertiary). Such a division, he says, assists 
in determining not only the existence of an abscess, but also 
its position and the presence or absence of a capsule. The 
importance, surgically, of the presence of a capsule, and 
how it should be diagnosed and utilized are emphasized, 


mechanical factors present in brain abscess, the technical 
details best adapted to overcome them, and an original flap 
for the exposure of the middle fossa low down through a 
clean field are described. 

In Chapter V, on Metastatic Abscess, Eagleton expresses 
the opinion that it is frequently of aural or nasal origin. 
This he attempts to support by his own cases and by reported 
cases in which the abscess was in the hemisphere opposite 
the primary aural or nasal infection. 

Chapter VII (Sections 1, 2 and 3) is an attempt to place 
Cerebellar Abscess on a sound surgical basis. Here the 
author emphasizes the study of the mode of entry as a 
means to localization. It is based on his own cases and on 
125 post-mortem records, a review of which is given in an 
appendix. 

Eagleton here gives an original conception of the surgical 
division of the posterior fossa, and he describes his occlusion 
of the lateral sinus by invulsion of its outer wall into the 
cavity of the sinus, as a mean of securing a free exposure 
of the cerebellum through a clean field. 

Chapter VII, on Frontal Lobe Abscess, is largely the re- 
sult of a study and analysis of all the reported cases. This 
analysis shows many instances of the fatal mistakes of drain- 
ing the frontal sinus without an intradural exploration. A 
compilation of frontal lobe abscess case histories occupies 
Appendix II. 

Chapter VIII is devoted to Hernia Cerebri. 

Chapter IX, on the Protective Mechanism of the Brain 
explains the action of the delicate processes within the dura 
which must be preserved. It is based on the experimental 
work of Flexner, Weed, Machlin and Bull, and is an attempt 
to correlate this with brain surgery. 

In Part III, the Diagnosis of Brain Abscess is exhaus- 
tively treated in Chapters X, XI, XII and XIII. They 
give the anatomical and physiological reasons for the dif- 
ferent symptoms, and emphasize the diagnostic value of 
“little things.” They discuss the value of ‘the initial chill” 
in the diagnosis of a capsule, the diagnostic value of “dis- 
proportion”, of “pathological sequences”, the possible causes 
of subnormal temperature, papilledema and “transient symp- 
toms”, such as an aphasia, and a hemianopsia for colors. 

The final chapter (XIV) is devoted to Complications and 
Results. 


Bronchoscopy and Esophagoscopy. A Manual of Pero- 
ral Endoscopy and Laryngeal Surgery. By CHEVALIER 
Jackson, M.D., F.A.C.S., Professor of Laryngology, 
Jefferson Medical College, Philadelphia; Professor of 
Bronchoscopy and Esophagoscopy, Graduate School of 
Medicine, University of Pennsylvania; Member of the 
American Laryngological Association; Member of the 
Laryngological, Rhinological, and Otological Society ; 
etc. Octavo; 346 pages; 114 illustrations; 4 color plates. 
Philadelphia and London: W. B. SAuNDERS CoMPANY, 
1922. 

Chevalier Jackson is the father of, and the leader in, 
esophagoscopy and bronchoscopy in this country. Neither 
the man nor his work needs introduction to our readers. 
His larger book on Peroral Endoscopy and Laryngeal Surg- 
ery is familiar to the profession and is a classic on this sub- 
ject. This smaller publication is based on an abstract of 
the larger one, prepared by a reader under Jackson’s direc- 
tions, which abstract he has used as a groundwork for the 
condensation of the subject within the compass of a manual. 
This he has accomplished admirably, it seems to us, clearly 
presenting by succinct description, aided by numerous ink 
and color drawings, the technics of peroral endoscopy of 
larynx, bronchi, esophagus and stomach under various con- 
ditions. 
very precise, and it lays emphasis on details in an art where 
detail and delicacy are of supreme importance. 

While the earlier work is much larger, this manual is more 
up to date. and includes descriptions of various instruments 
and methods devised by Jackson since the first publication. 

Esophagoscopy and bronchoscopy require much practice 
and experience; but they have assumed so much importance, 
diagnostic and therapeutic, that, in a country so large as this, 
a considerably greater number of specialists must acquire 
that experience. As a working manual and guide for those 
who undertake to do so, nothing better than this recent book 
of Jackson’s could be recommended. To all surgeons and, 


The manual is compendious and concise but also . 
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indeed, to all practitioners who in an emergency might be 
called upon to perform a tracheotomy, the book would also 
be valuable for its chapter on that subject. 


Enlargement of the Prostate, Its History, Anatomy, Eti- 
ology, Pathology, Clinical Causes, Symptoms, Diagnosis, 
Prognosis, Treatment; Technic of Operations, and 
After-Treatment. By Joun B. Deaver, M.D., LL.D., 
Sc.D., F.A.C.S., John Rea Barton Professor of Sur- 
gery, University of Pennsylvania; Surgeon-in-Chief to 
the Lankenau Hospital, Philadelphia. Assisted by Leon 
Herman, B.S., M.D., Urologist to the Methodist Epis- 
copal .Hospital, Philadelphia; Assistant Surgeon to the 
Pennsylvania Hospital, Philadelphia; Instructor in 
Urology, University of Pennsylvania. Second Edition. 
Octavo; 358 pages; 142 illustrations.. Philadelphia: P. 
BLAKISTON’s Son & COMPANY, 1923. 

In this edition, as contrasted with the first, prostatectomy 


"is not described as a procedure to be resorted to when pal- 


liative measures fail but as a perfected operation usually to 
be advised as safer than indefinite catheterization. 

In detail are described the technics of the various standard 
methods of prostatectomy, suprapubic and perineal—Freyer’s, 
Squier’s (here three of the five illustrations are upside 
down), Pilcher’s, Judd’s, Goodfellow’s, Proust’s Young’s, 
etc. In detail also are instructions concerning pre-and post- 
operative care, with due stress upon the importance of 
proper preparation of the patient for the operation. Those 
methods of estimation of kidney function that have found 
acceptability are described. The other topics considered, 
which round out the subject of prostatic enlargement in its 
various aspects, are indicated in the title. The index is not 
as good as it might be; for example, the symptomatic con- 
sideration of “the median bar” at the neck of the bladder, 
on page 114, is indexed under “bar” and under “bladder”, 
but in neither place, nor elsewhere in the index, is there 
reference to discussion of the treatment of this affection 
(page 236) except by title of the individual operations de- 
scribed. The pathology of this obstruction is discussed in 
the text, but this can not be located by any aid from the 
index. The proof-reading, too, was not as careful as it 
should have been; thus, on page 117 “dverticulae” has one 
e too many and one i too few, on page 317 the running title 
is printed “prostatectomys” instead of prostatectomy”. Such 
errors as these, and the inversion of illustrations, are not 
serious defects, of course, but they do mar a book. 


Minor Surgery Including Bandaging. By Henry R. 
Wuarton, M.D., Consulting Surgeon to the Presby- 
terian Hospital, Children’s Hospital, St. Christopher’s 
Hospital, The Bryn Mawr Hospital and Girard College; 
Fellow of the American Surgical Association. Ninth 
edition. Octavo; 647 pages; 450 illustrations. Phila- 
delphia and New York: Lea FEsicErR, 1922, 

The ninth edition of this well known manual of minor 
surgery and bandaging has been brought fully up to date 
in every respect but the treatment of shock. There is very 
little material in the field of minor surgery, which is omit- 
ted from this book. Theoretical discussions have wisely 
been cut down to a minimum, Bandaging and technical pro- 
cedures, from the giving of enemata to the amputation of 
fingers, are satisfactorily treated, being described so that 
the practitioner with a sound knowledge of principles can 
apply the information to the patient. 

Particularly noteworthy is the outline, on page 308, of 
Crile’s method of centripetal intraarterial saline and adrena- 
line infusion, for the treatment of shock. A wider trial of 
this means of restoring those in extreme shock, or those 
who, apparently die from- anesthesia, might well mean the 
saving of many lives; yet this is the first recent publication 
in which we have seen the method described. The rest of 
the author’s treatment of shock is not very logically pre- 
sented, nor has it kept pace with progress in this direction. 
The reader does. not get a clear impression as to whether 
active stimulation with brandy, black coffee and aromatic 
spirits of ammonia is or is not to be preferred to quiet, 
warmth and rest, with the aid of morphine. We also find 
that a prophylactic dose of strychnine (combined with mor- 
phine, to depress) is good in obviating surgical shock, but 
that it is not considered of much value in treating shock 
which already exists.. In the treatment of shock from burns, 
on page 326, we find the same confusion between the use of 


morphine, and stimulation by other means. 

Aside from these points we consider the manual a very 
good one and one that should continue to be of genuine aid 
to the well trained practitioner, 


Doctor and Patience. By Harotp M. Hays, M.D. With 
Introduction by Dr. ALEXANDER LAMBERT, Ex-President 
of the American Medical Association. Duodecimo; 299 
pages. New York: Tue CornuILL PuBLISHING 
PANY, 1923. 

This is the history of a young physician and his troubles, 
John Snaith, a young surgeon, starts out in the world, fresh 
from the protection of the roofs of medical school and hos- 
pital. Disappointments and successes, and practical ques- 
tions of all descriptions,—financial, ethical, sociological, 
idealistic.—are constantly presenting themselves in the life 
of the hero. The solving of his problems makes an interest- 
ing story. He has the constant counsel of an eminent and 
experienced surgeon, Dr. Armstrong; and encouragement 
as well as advice in many matters from his helpful young 
wife, which places the tale on the background of a love 
story. 

This narrative can be read with profit by every young 
doctor or medical student, because it is concerned with vital 
phases of medical life for which the student is hardly pre- 
pared by his schooling. The author describes with con- 
siderable insight how a medical man can achieve success— 
professional and financial—without sacrificing the ideals and 
traditions of his calling. The relationship between patients’ 
lives on the one hand, and the regulation of a doctor’s life 
on the other, is a feature of medical education about which 
many a beginner could find enlightenment in this book. 

But the most important part of the work is the universality 
of its appeal. Any beginner in life, whatever his viewpoint, 
will find here adventures which parallel his own, and dis- 
cussions of his own problems, 


Lawson Tait. His Life and Work. A Contribution to the 
History of Abdominal Surgery and Gynecology. By 
W. J. Stewart McKay, M.B., M.Cu., B.Sc. Octavo; 
579 pages, illustrated. New York: WitLt1am Woop anp 
CoMPANY, 1922. 

This bulky, but well written and fascinating book deals 
with the history of abdominal surgery even more than with 
the life and work of Lawson Tait. 

The book is written by a former pupil of Tait’s, Stewart 
McKay of New South Wales, who visited Tait in 1891 and 
on-a bet said, “I have come over from Australia to learn 
gynecology, and they tell me that you know most about it, 
so I thought I’d come and ask you to take me as your assis- 
tant”. Tait was so surprised and amused at this student’s 
“nerve” that he actually accepted him. McKay writes in 
a fair, unbiased way, doing full justice to Tait’s enemies, of 
whom there was a large number. 

Tait was reputed to be the natural son of Sir James Y. 
Simpson. This famous Edinburgh medical man allowed 
Tait to assist him. Tait was also intimate with Syme. In 
1868 Tait did his first ovariotomy. In 1870 he moved to 
Birmingham where he spent the remainder of his life. 

Tait was a short, thickset, unattractive man, with lionine 
head. He was impetuous, domineering, grasping and push- 
ing. His prejudices were numerous and deeply rooted. Of 
these, his antagonism to Listerism and to vivisection are best 
known. He hated Spencer Wells, Knowsley Thornton and 
Lister wholeheartedly. Strange to say, Tait was a firm 
believer in Darwin’s theory; possibly his profound knowl- 
edge of botany helped to persuade him. 

Without entering into details of priority, always an un- 
pleasant and acrid subject, Tait deserves much credit in 
having been a pioneer in treating chronic inversion of the 
uterus (1878), performing cholecystotomy (1879), also in 
removing a pyosalpinx and hydrosalpinx the same year and 
in his flap-splitting perineorrhaphy. He was the most active 
and successful gynecologists of England. His technic con- 
sisted of strict cleanliness, small incisions, rapidity, boiled 
instruments and no drainage. In other words, he practiced 
asepsis even during the time when antisepsis was still on 
trial. His results in abdominal surgery were excellent. 
That Tait was unable or unwilling to recognize the supreme 
merit of Lister’s work shows the limitations of this brilliant 
man. 

The book is well worth reading as an important link in 
the history of abdominal surgery. 
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